as it descends between the aorta and the ligament. In these patients, as in the present case, the inferior phrenic arteries, which usually arise independently from the aorta, arise from the cceliac axis. The patients were mostly young women, with postprandial abdominal pain and epigastric murmurs. The aortographic picture of the coeliac stenosis, indented from the front, was identical with our case. In the majority of cases the simple surgical procedure of dividing the median arcuate ligament abolished the pain and the murmur. It seems probable that compression by the median arcuate ligament is the cause of the coeliac stenosis in our patient. It may be that the large collateral vessel is preventing symptoms of intestinal ischmmia, as the patients previously described have differed from ours in having postprandial pain, and no obvious development of collateral pathways.
as it descends between the aorta and the ligament. In these patients, as in the present case, the inferior phrenic arteries, which usually arise independently from the aorta, arise from the cceliac axis. The patients were mostly young women, with postprandial abdominal pain and epigastric murmurs. The aortographic picture of the coeliac stenosis, indented from the front, was identical with our case. In the majority of cases the simple surgical procedure of dividing the median arcuate ligament abolished the pain and the murmur.
It seems probable that compression by the median arcuate ligament is the cause of the coeliac stenosis in our patient. It may be that the large collateral vessel is preventing symptoms of intestinal ischmmia, as the patients previously described have differed from ours in having postprandial pain, and no obvious development of collateral pathways. A barium enema did not show a colonic lesion. However, gas was seen under the diaphragm and there was gaseous distension and fluid levels in the small bowel, with some gas between loops.
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It was thought he had a silent perforation and he was admitted. He appeared fit. His temperature and pulse rate were normal. There was some lower abdominal distension but no tenderness or guarding. Bowel sounds were increased and rectal examination was normal. As the diagnosis was uncertain, he underwent laparotomy. Operation (14.7.66): The jejunum was involved by multiple diverticula for 105 cm starting 45 cm distal to the duodenojejunal flexure. This length of jejunum was dilated and had hypertrophic muscular layers. At several sites superimposed on the diverticula were areas of pneumatosis cystoides intestinalis. Gas was heard to hiss twice on handling the jejunum. The affected segment was resected. Histology: Some of the diverticula, which were of the pulsion type on the mesenteric border, had inflammatory changes through all layers. Small cyst-like cavities in the subserosa of the diverticula were found and consisted of endotheliallined spaces surrounded by chronic inflammatory cells, eosinophils and giant cells. Progress: The patient is symptom free and has gained two stones in weight.
Discussion
Gas cysts of the intestine may be subserosal, submucosal or both. One of the recognized complications of the former is rupture with production of pneumoperitoneum. If a pneumoperitoneum is found incidentally and the patient lacks the features of perforation or peritonitis, then pneumatosis should be suspected. This condition, which has been known to appear and disappear spontaneously in a few weeks, has been described in association with other gastrointestinal pathology, particularly with peptic ulceration.
The association with jejunal diverticula does not appear to have been previously recognized. Two cases of spontaneous pneumoperitoneum and jejunal diverticula are recorded. In the first (Nanson & Dragan 1956) a man was found to have a pneumoperitoneum on routine chest X-ray. Investigations failed to show a definite cause and at laparotomy six weeks later multiple large diverticula were found affecting the fourth part of the duodenum and proximal jejunum. On the summit of three adjacent diverticula there was evidence of peritoneal exudate and hypermmia suggesting possible sites of perforation. It is possible that pneumatosis had been present and had resolved, especially as an abdominal X-ray before operation had shown translucent cyst-like areas thought to be pneumatosis. In the second case (Altemeier et al. 1963 ) a woman who complained of abdominal pain and distension was found radiologically to have a pneumoperitoneum. At laparotomy numerous jejunal diverticula were found on the proximal jejuinum. No free perforation or peritonitis was found but subserosal 'air blebs' were seen to form over two of the diverticula during peristalsis. The 'air blebs' were recognized on the resected specimen. It seems certain that this case, like the one presented, was pneumatosis in association with jejunal diverticula.
Mr G Qvist said that more than 50% of these cases were supposed to have asthma and it was suggested in the literature that air was forced out from the lungs giving interstitial emphysema and that this gravitated retroperitoneally to reach the bowel.
Dr T Parkinson said that the high incidence of associated disease of the alimentary tract was probably explained by asymptomatic cases of pneumatosis being found at radiological investigation of other gastrointestinal disorders.
Diabetes and Steatorrhea G Neale MRcP (for Professor C C Booth FRcP and Professor R B Welbourn FRCS) (Hammersmith Hospital, London) C B, man aged 28. Laboratory technician History: 1959: Diabetes mellitus diagnosed (no family history); poorly controlled with diet and insulin; frequent hypoglycemic attacks. 1964: Onset of diarrhoea with frequent passage of pale bulky frothy stools up to twelve times a day; fical fat 70 g/day; low fat diet, pancreatic enzymes (Cotazym) and codeine led to some improvement; two episodes of acute gastric and duodenal dilatation required gastric aspiration and intravenous On examination: Unkempt emaciated man (height 186 cm, weight 50 kg). Cardiovascular and respiratory systems normal apart from a tendency to postural hypotension (especially when taking imipramine). Abdomen normal on palpation but succussion splash often elicited. Sigmoidoscopy normal. Nervous system: cranial nerves normal, limb power reduced. Absent ankle-jerks. Motor nerve conduction time (lateral popliteal nerve) grossly prolonged (Dr E Allen). Diminished vibration sense in lower limbs. Absent sweating below knees. Abnormal Valsalva (Fig 1) with no pressure overshoot and no change in heart rate. Pulse and blood pressure responded normally to an unexpected auditory stimulus (Dr J Raftery). Investigations: Hematology and routine biochemistry normal except for tendency to hypokaltemia (potassium 30-3 5 mEq/l.). Stools contained no ova, cysts or parasites. 5-HIAA excretion normal.
Bowel anatomy: Barium meal (Fig 2) showed dilated duodenum and failure of propulsive peristalsis. Barium did not enter jejunum until patient was put in knee-elbow position. Remain- 
